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DENTAL UNIT REFERRAL FORM


	Title   FORMDROPDOWN 

	
	
	
	
	

	Surname
	     
	First Name
	     
	DOB
	          
	

	Previous Surname
	     
	NHI No
	     
	Phone (H)
	     
	

	Address
	     
	(W)
	     
	

	Contact Person and details
	     
	
	
	
	(M)
	     
	

	     
	   Usual Dentist
	     
	
	
	
	

	Ethnicity
	 FORMDROPDOWN 

	NZ Resident
	 FORMDROPDOWN 

	Gender
	 FORMDROPDOWN 

	


	REFERRAL TO



Dental Unit
 FORMCHECKBOX 



	PATIENT PREFERS TO BE SEEN AT

New Plymouth
 FORMCHECKBOX 

Hawera
 FORMCHECKBOX 


	PRIORITY

   1 Immediate
 FORMCHECKBOX 

   2 Urgent
 FORMCHECKBOX 

   3 Semi urgent
 FORMCHECKBOX 

   4 Routine
 FORMCHECKBOX 



	Community Services Card Number                        
	ACC No.       

	
	Date of Injury      


	Clinical Problem
	     
	

	
	     
	

	History/Examination and Education given
	     
	

	     
	

	     
	

	     
	

	     
	

	     
	

	     
	

	     
	

	Past History & Problem List
	     
	

	     
	

	     
	

	     
	

	Specialist previously seen for this condition
	by       at      
	Date last seen
	     
	

	Regular Medication
	     
	

	     
	

	     
	

	     
	

	     
	

	Allergies
	     
	

	Lab results, Xray results and where taken (attach copies)
	     
	

	     
	


	Referring Practitioners Name 
	     
	Phone
	     
	

	Signature
	
	Date
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